It has not been previously emphasized in the literature that Meckel's diverticulitis in the presence of an obstructing enterolith results in a rounded structure with an air/¯uid level, rather than a¯uid-®lled tubular structure reported in other cases without enteroliths. We report a case which illustrates the ultrasound and computed tomography (CT) appearances of Meckel's diverticulitis due to an obstructing enterolith.CASE REPORT A 52-year-old man presented with a short history of severe sharp lower abdominal pain. There had been no previous episodes. He had previously had an appendicectomy. On examination he was tender in the left iliac fossa with no guarding. There was a low grade pyrexia. The white blood cell count was 9Â10 9 /l. An initial diagnosis of ureteric colic was made and an intravenous urogram was performed, which did not demonstrate a renal calculus.
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An ultrasound examination was requested and demonstrated a 5 cm rounded hypoechoic mass to the right of the umbilicus with a surrounding hyperechoic circular area ( Fig. 1) . At the time of ultrasound, tenderness was localized to this area. There was an echogenic focus anteriorly within the mass with posterior acoustic shadowing. This was interpreted as air anteriorly within a collection. Proximal small bowel was minimally dilated. Retrospectively, a stone with peripheral calci®cation and a lucent centre was identi®ed on the plain radiograph in a corresponding position (Fig. 2) . The stone was not demonstrated at ultrasound.
The diagnoses of Meckel's diverticulitis or a collection secondary to colonic diverticulitis were entertained, with enteroliths present. It was also considered that the enteroliths not demonstrated at ultrasound might lie within small bowel lumen and relate to a small bowel stricture, possibly due to Crohn's disease with an associated collection. Abdominal CT con®rmed the presence of an enterolith at the neck of a thin walled outpouching related to small bowel, containing an air/¯uid level, with surrounding mesenteric in¯ammatory change in the right paraumbilical area (Fig. 3) . Water was given rather than positive oral contrast medium, to avoid obscuring the enterolith present on the plain radiograph. Multiple diverticulae were demonstrated within the sigmoid colon but not in continuity with this area. A diagnosis of Meckel's diverticulitis was made.
At laparotomy there was free pus and an in¯amed Meckel's diverticulum with a necrotic tip containing stones impacted proximal to the neck (Fig. 4) . The diverticulum was easily dissected o the mesentery and transected at the base. The patient made an uneventful recovery.
DISCUSSION
Meckel's diverticula occur in 2% of the population within 2 feet of the ileocaecal valve on the antimesenteric side and are 2 inches long. Stones form in the absence of ectopic gastric mucosa and are typically faceted, laminated or have peripheral calci®cation with a lucent centre [1] . A plain radiograph of the enteroliths which were all extracted from this patient illustrates these appearances as well as the range of densities of calci®cation present (Fig. 5) . Enterolith formation is rare.
A previous case of Meckel's diverticulitis has been described at ultrasound. In this case the appearance was that of a non-compressible tubular structure with a blind end, concentric layers and a diameter of 21 mm. The ®ndings were mistaken for appendicitis although no continuity with the caecum had been demonstrated 
